PATIENT, a man, aged 60, first seen August, 1922, complaining of hoarseness of long standing. On examination, a tumour the size of a split pea was seen attached to under-surface of right vocal cord near anterior commissure. Pathological examination of small portion removed showed epithelioma.
PATIENT, a man, aged 60, first seen August, 1922, complaining of hoarseness of long standing. On examination, a tumour the size of a split pea was seen attached to under-surface of right vocal cord near anterior commissure. Pathological examination of small portion removed showed epithelioma.
Operation, October, 1922.-Right lateral t4yrotomy without tracheotomy, large window removed from right ala of thyroid cartilage. Right vocal cord and whole of mucosa lining the ala removed as far as processus vocalis of right arytwunoid, also small portion of anterior third of left vocal cord.
Recurrence, May, 1924.-Small nodule size of a pin's head middle third of left vocal cord-removed for examination with forceps-proved to be epithelioma. June, 1924 .-Left lateral thyrotomy performed just as previously, except that greater part of left arytmenoid was also removed.
Present condition.-On right side is seen a re-formed band of fibrous tissue in position of original vocal cord, movable by the action of the right arytainoid. On left side no movement owing to removal of left aryteanoid, the resultant scar being crescentic in shape, concavity towards middle line. Patient can talk in a loud whisper and is in good health.
Discu8iion.-Sir STCLAIR THOMSON said the Section was indebted to Mr. Ridout for bringing this case forward; the cases in which laryngo-fissure was done were still so few that nearly every case should be reported, not only the successes, but also the failures, which were not published so frequently as they might be. Except for his own statistics, and those of Mr. Fraser, he (the speaker) did not know that anyone had published full records since the time of Semon and Butlin. Successful cases were shown from time to time. In the present case there was a curious history of recurrence, of interest to others as well as to laryngologists. This patient had a recurrence on the opposite cord eighteen months after the first growth appeared. Everyone would agree that if a growth appeared within a year after laryngo-fissure had been done, the case was not one of recurrence, but of incomplete removal, not necessarily due to a fault of the surgeon, but perhaps because the case was unsuitable. After the lapse of a year, reappearance of disease indicated a fresh growth. He (the speaker) had had a case in which a re-growth took place seven years afterwards on the opposite cord. That record had, however, been beaten by a case of Mr. Tilley's, in which, if he remembered correctly, the recurrence took place thirteen years after removal. He (Sir StClair) had had a case in which he had removed the vocal cord on one side, and there was a re-growth of malignant disease in the lingual tonsil but on the other side three years afterwards. He had also had a case of malignant disease of the right ary-epiglottic fold which was removed by lateral pharyngotomy by Mr. Trotter. That case was shown to the Section as a brilliant success; but four or five years afterwards the patient had recurrence of malignant disease on the side of the pharynx opposite. These cases could not all be, as had been suggested, implantations at the time of the operation. To students of cancer it was interesting to observe that certain patients not only showed a tendency to re-growth of cancer, but seemed to possess a local predisposition to it. This point appeared to be exemplified in Mr.
Ridout's case.
He wished to ask Mr. Ridout two questions: (1) What were his reasons for avoiding tracheotomy? (2) Why did he operate through what was known as " a window resection " ?
Au-L 1 [May 1, 1925. tracheotomy, and could operate through a window resection. But he (Sir StClair) thought the procedure violated some of the principles of surgery, one of which was that the operator should get as complete a view as possible of any malignant growth he was about to remove, and another of which was, that everything in surgery should be done with the utmost safety to the patient. Avoidance of a scar could not have been the reason, as this patient was elderly; besides, a scar was present. He (the speaker) held that if a tracheotomy was not done in these cases they ran a very serious risk. Any surgeon who had to operate in a number of cases would realize-in some cases too late-the risk incurred through omitting tracheotomy. There was a risk at the time of operation. Whatever might be seen, by indirect or direct laryngoscopy, one could not tell the extent of an intralaryngeal growth until it had been exposed; it usually ran much deeper than was thought. He (the speaker) and others had been surprised to find that a growth was largely subglottic. The growth in this particular case might have been found at the operation descending into the subglottic area, and even inside the cricoid cartilage, which, in some cases, he (the speaker) had had to divide. That could not be done through a window resection.
Secondly, when tracheotoniy was done, one could make certain that not a drop of blood would go down into the air passages during the operation. There were not many, except the seniors, who knew the early history of this operation. He (Sir StClair) adopted it as it had been learned from Butlin and Semon, who at that time always did a tracheotomy because a Hahn's tube was used. They did not sew up all the neck wound, but left an opening, and those who came after followed that tradition. But while the operation had been made more safe it had subsequently been simplified. He (the speaker) used to leave out the tracheotomy tube, and tried sewing up completely, but, after trying both plans in doing over sixty cases, he came to the conclusion that tracheotomy was not only a great safeguard at the time, but also a great protection for the first twenty-four hours. He had been called to one case in which the patient was struggling for breath, and was afraid to cough; he (Sir StClair) quickly replaced the tracheotomy tube, whereupon the patient coughed up a large clot of blood. He (the speaker) had had about three cases of post-operative hemorrhage, and if he had not had a tracheotomy tube in, it would have been impossible to check the heomorrhage.
He recommended everyone to read again Mr. Wilfred Trotter's lectures before the College of Surgeons. In one passage the lecturer said: " It is extremely important that the growth " (that is,. any malignant growth) " in this neighbourhood should be centrally placed in the part removed. Any excess in one direction is an unnecessary mutilation, whereas any diminution is a risk. In order that such an excision should be carried out deliberately and systematically, it is absolutely essential that the surgeon should obtain free and untroubled access. Provision of free access is, in fact, perhaps the most important part of the operation." He (Sir StClair) did not think that Mr. Ridout's method fulfilled that requirement. Mr. Trotter continued: " Free exposure is the first necessity. The second is that it should be exposed on its mucous surface." Having this in mind he (Sir StClair) thought it should be seriously considered whether tracheotomy and the splitting of the larynx did not constitute an absolute necessity in approaching all these cases of laryngo-fissure or partial laryngectomy.
Mr. H. TILLEY said that in the case mentioned by Sir StClair Thomson in which there was a re-growth thirteen years after the primary operation, the patient had been seen in consultation with Sir Felix Semon. He (the speaker) had removed a large growth from the right vocal cord, and thirteen years afterwards he was called to see the patient and found him in an almost dying condition from asphyxiation; he died the same night. The specimen showed a healthy scar in the previously operated region and an isolated new growth on the opposite vocal cord. He (the speaker) had had another case, which was' operated on seventeen years previously, and he saw the man twelve hours before his death. A growth had appeared on the other cord after seventeen years of good health. The patient was under treatment for malignant disease of the prostate gland. He (Mr. Tilley) thought these were fresh and independent growths. Were they instances in which an immunity produced by the original growth had been lost ?
Sir WILLIAM MILLIGAN asked whether the term " recurrence " was justifiable under the special circumstances mentioned by Sir StClair Thomson; he himself doubted it. In the present case he thought there was a new growth, not a recurrence. He raised the question whether this was not a contact infection, whether an initial stage of cancer formation was not set up on the opposite cord as a result of the contact. Cases of " contact cancer " (cancer a deux) in the larynx had been recorded; such cases of contact cancer were conllnon in the vulva. He (Sir Williamn) congratulated Mr. Ridout on his case, but called, attention to what he considered to be a commencing recurrence, as there seemed to be changes going on just in front of the right vocal process.
The question of tracheotomy was a very important one, and should be thrashed out by the Section. He agreed with Sir StClair as to the enormous advantage of doing tracheotomy beforehand, i.e., some days before the actual operation, as that gave the patient time to adapt himself to the respiratory changes. One of the great dangers from anmesthesia in these cases was cedema of the lungs.
Mr. RIDOUT (in reply) said that he was glad of the criticism, especially from Members of long standing. He agreed that he had been somewhat rash in omitting to do a tracheotomy, but the patient was very placid, and his (the speaker's) desire had been to avoid wounds in the trachea if possible. With regard to heemorrhage: after the operation the patient was inverted, and he (Mr. Ridout) had waited several hours to see whether there was oozing before allowing the recumbent posture to be taken.
As to " access," if he had followed the ordinary laryngo-fissure route he would have cut into the growth, which was impinging on the anterior end of the left cord, and he thought that by doing a lateral window operation he would be able to get a good view and avoid cutting the growth. After removing a large portion, to make a window by submucous resection on the right side, and after injecting cocaine into the larynx to prevent coughing, he opened the mucous membrane well below and behind, and so obtained a good view. He found that the growth was close up to the anterior commissure, and he removed some of the cartilage of that commissure, also a little piece of the cord on the opposite side, with which the growth was in contact. The pathologist had reported that in that small portion of the cord there were karyokinetic changes. After the operation the patient had not failed in his progress; he was seen once a month. In May last year a tiny nodule appeared on the middle of the cord and that might have been a direct contagion from the original growth, but he (Mr. Ridout) thought it was too far back for that to be the case. It was probably a second growth. As the patient had done so well after the first operation he (the speaker) had been tempted to do a similar operation on the other side, and the patient had stood it well. He (Mr. Ridout) did not think there was yet any recurrence, but would keep the patient under observation. Two Cases Illustrating the Comparative Failure of Ventriculocordectomy for the Relief of Double Abductor Paralysis.
By WALTER HOWARTH, F.R.C.S.
IN both cases the paralysis followed operations on the thyroid gland. In the elder woman a tracheotomy tube had been worn for ten years. In the younger woman not at all. Both cases have been operated upon twice by suspension laryngoscopy. In each case the immediate result was excellent, but as the new fibrous cord formed, as it inevitably must, the air-way became progressively diminished. A second operation involving a more drastic removal of tissue was followed by the same result.
The procedure is a simple one, but it is singularly ineffective, and would not appear to justify the claims that have been made for it.
Dicussion.-Mr. E. D. D. DAVIS said that Sir James Berry had performed laryngo-fissure and eviscerated the larynx, dissecting away the soft tissues and vocal cords. In one case he had carried out this operation twice, but the tracheotomy tube had to be replaced a few months after each operation.
Mr. E. MUSGRAVE WOODMAN said that his experience of the operation was that the immediate result was pretty and successful, but his patient had coughed regularly all the time, and a fortnight after the operation she had had increasing dyspncea; the cord had come down again and the tube had to be re-inserted.
Mr. RIDOUT said he believed Mr. Hobday had done a similar operation with considerable success on the horse, removing the whole mucous membrane of the left side of the larynx.
